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Perceptions of those with mental illness are often related to the attributions made about 
their behaviors, this study sought to examine how late adolescents respond to peers with 
mental illnesses (Martin et al., 2007). The research questions were: (1) Do late 
adolescents apply different attributions to different mental illnesses? (2) Do late 
adolescents vary in their social distance preference for different mental illnesses? In order 
to evaluate these hypotheses, students (N = 113) from a public university in the South, 
who were ages 18 to 21 years, were asked a series of questions. Participants read 
vignettes describing an internalizing (generalized anxiety disorder [GAD]), externalizing 
(conduct disorder), and biologically based (Autism spectrum disorder [ASD]) mental 
illnesses. They then answered questions regarding responsibility attributions and 
proximity preferences after each vignette. Results of chi square analyses indicated that 
participants selected biological causes attribution for ASD, self or parent are to blame 
attributions for conduct disorder, and environmental stressors attribution for GAD. A 
repeated measures analysis of covariance (ANCOVA) and follow-up post-hoc analyses 
indicated proximity preferences difference by vignette. Participants preferred nearer 
proximity to the GAD individual than the ASD and conduct disordered individuals, and 
to be nearer to the individual with ASD than with conduct disorder. These findings 
indicate that late adolescents attribute responsibility and have proximity preferences 
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based on different identified peer mental illnesses. There are possible implications for 
addressing social isolation and mental illness. For example, the use of social support 
groups for those with mental illnesses, and peer education programs regarding 




Individuals with mental illness are often described using negative terminology, 
such as disturbed, nuts, or psycho (Rose, Thornicroft, Pinfold, & Kassam, 2007). This 
could influence others to avoid people with mental illnesses or perceive them as 
dangerous (Vogel, Wade, & Hackler, 2007). Generally, people often attempt to conceal 
psychological distress or avoid treatment, as it could lead to discriminatory actions and 
negative stereotyping (Vogel et al., 2007; Reavley & Jorm, 2011). Most often, 
perceptions of those with mental illness are related to the attributions made about the 
causes of their behaviors (Martin, Pescosolido, Olafsdottir, & McLeod, 2007); that is, 
who or what is the cause of a person’s mental health concerns. Potential attributions 
include biological and medical causes, personal weaknesses, stressful life events, and 
parents’ caregiving practices (Martin et al., 2007; Mukolo & Heflinger, 2011).  
Adolescents especially are affected by this stereotyping as they have less social 
power and social status than adults (Heary, Hennessy, Swords, & Corrigan, 2017; Martin 
et al., 2007). Because of this, youth, who are labeled as “mentally ill,” are less likely to 
be socially engaged (Heary et al., 2017; Martin et al., 2007). Peer relationships are 
particularly important during adolescence, as youths become progressively self-conscious 
and aware of others’ opinions (Sebastian, Burnett, & Blakemore, 2008). Because identity 
and peer relationships are prominent in adolescence, young people are likely to be 
adversely impacted by knowing that their peers might have negative stereotypes 
regarding mental illnesses. This may threaten their developing sense of self and have 
lasting influences, such as negatively impacting their social functioning (Heary et al., 
2017). The stigma adolescents with mental illnesses encounter may decrease their 
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likelihood of seeking help and the rejection they may experience from their peers may 
leave them extremely isolated from peers (Bulanda, Bruhn, Byro-Johnson, & Zentmyer, 
2014). 
Responsibility Attributions 
Control Attributions. Attributions are a component of an individual’s beliefs and 
behaviors related to the manifestation of illness (Hinshaw & Stier, 2008). A primary 
principle of attribution theory states that when undesirable behaviors of an individual are 
considered to be a person’s choice, or within their control, observers are unsympathetic 
and insensitive of their difficulties and are more likely to blame the individual for the 
undesirable behavior and are less empathetic (Hinshaw & Stier, 2008). However, when 
negative behaviors are attributed to external causes, or outside of their control, observers 
express less blame and instead are empathetic (Hinshaw & Stier, 2008). The most 
common attributions people make when they assume the individual cannot control their 
illness is that the illness is caused by biomedical or genetic factors (Hinshaw & Stier, 
2008). Having mental illness be attributed to biological or genetic factors might decrease 
the stigma people with mental illnesses experience (Hinshaw & Stier, 2008).  In fact, this 
is why most mental health advocacy groups describe mental illness as a disease and 
compare mental illness to physical illness (Hinshaw & Stier, 2008).  
Responsibility Attributions. The assumptions people make regarding the causes 
of mental illnesses could determine the level of social and emotional support given to the 
person with a mental illness (Mukolo & Heflinger, 2011; Martin et al., 2007). 
Responsibility attributions are people’s attitudes and behaviors towards others that are 
influenced by factors they believe affect the onset, duration, and severity of the 
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recognized mental illnesses (Swords, Heary & Hennessy, 2011). These responsibility 
attributions represent to what extent people consider an individual is to blame for a 
mental illness. (Feldman & Crandall, 2007; Mukolo & Heflinger, 2011). Responsibility 
attributions may affect the emotional responses of people towards those with mental 
illnesses (Feldman & Crandall, 2007; Mukolo & Heflinger, 2011). 
Often responsibility attributions can be grouped into the three categories of (a) 
biological, (b) environmental, or (c) how an individual was raised (Mukolo & Heflinger, 
2011; Feldman & Crandall, 2007; Perry, Pescosoliso, Martin, McLeod, & Jensen, 2007). 
Biological attributions are when individuals believe mental illnesses are explicitly caused 
by medical disorders or diseases (Angermeyer, Holzinger, Carta, & Schomerus, 2011). 
Environmental attributions are when people believe an individual’s mental illness is 
caused by environmental influences such as difficult or stressful situations (Lee et al., 
2014). Attributions based on how individuals were raised are when people believe an 
individual’s mental illness is caused by poor parenting techniques (Mukolo & Heflinger, 
2011). Positive emotional responses are associated with attributions that excuse a person 
from the responsibility of their illness, such as environmental and biological attributions, 
and are likely to create empathy for others (Mukolo & Heflinger, 2011). Often negative 
emotional responses are related to attributions where a person with an illness is assumed 
to be largely responsible for the appearance of an illness or able to regulate the 
manifestation of their illness. This includes attributions about how a person was raised or 
their character (Mukolo & Heflinger, 2011).  
Attributions and Diagnoses. Attributions that individuals are likely to have also 
depends on the particular mental disorder with which a person is diagnosed (Martin et al., 
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2007; Mukolo, Heflinger, & Wallston, 2010). For example, Americans have more 
positive responses towards individuals diagnosed with depression than those diagnosed 
with schizophrenia. That is, they are more willing to interact socially with individuals 
diagnosed with depression than those diagnosed with schizophrenia (Martin, Pescosolido, 
& Tuch, 2000). Attributions could also be influenced by the level of control it is assumed 
a person should has over the behaviors associated with a diagnosis (Mukolo & Heflinger, 
2011). Mental illnesses that are linked to externalizing behaviors tend to be attributed to 
personal failings or poor caregivers in childhood (e.g., Attention Deficit and 
Hyperactivity Disorder [ADHD], Oppositional Defiant Disorder, and Conduct Disorder; 
Mukolo & Heflinger, 2011). O’Driscoll, Heary, Hennessy, and McKeague (2012) found 
that adolescents more explicitly stigmatize their peers with ADHD than those with 
depression. The adolescents desired more social distance from peers with ADHD than 
with depression (O’Driscoll et al., 2012). Additionally, Ohan, Visser, Moss, and Allen 
(2013) found that parents express more prejudicial and social distancing attitudes toward 
children with ADHD than children with depression.  
Reavley and Jorm (2011) surveyed Australian young adults to assess their 
attitudes towards people with different mental illnesses. They found that responsibility 
attributions and emotional responses varied based on the type of mental illness (Reavley 
& Jorm, 2011). Respondents believed that people with social phobia should be able to 
discontinue and reverse their problems, and that social phobia is not a real illness 
(Reavley & Jorm, 2011). However, respondents reported less stigmatizing attitudes 
towards individuals with Post-traumatic Stress Disorder (PTSD) when compared to other 
mental disorders such as schizophrenia and social phobia (Reavley & Jorm, 2011).  
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Participants had a higher desire for social distance from those described as having 
schizophrenia and social phobia than the individual described as having PTSD (Reavley 
& Jorm, 2011).  The researchers argued respondents attributed an individual’s PTSD to 
causes outside of the person and were less likely to view the mental illness as a personal 
flaw or shameful (Reavley & Jorm, 2011).  
Responsibility attributions may also differ depending on how the public views 
mental illnesses. Mukolo and Heflinger (2011) investigated how attributions may be 
different toward children with mental illness than children with physical illnesses. They 
evaluated the responsibility attributions adults have toward children with mental 
illnesses, ADHD and depression, and asthma (Mukolo & Heflinger, 2011). Attributions 
blaming the child or the parent for the illness were most often endorsed for the children 
with mental illnesses. However, biological and environmental factors were the most 
common attributions for the physical illness vignettes and attributions blaming the child 
or parent for the illness had significantly less support for the physical illness (Mukolo & 
Heflinger, 2011).    
Impact of Attributions. Understanding attributions for different illnesses is 
informative because they may impact the stigma experienced by those with an illness. In 
Feldman and Crandall’s 2007 study, participant endorsement that those diagnosed with a 
mental illness have individual responsibility for mental illnesses was the largest predictor 
of stigmatization. It was found that this increase in stigma might lead to strained 
relationships, social rejection, and other forms of overt and covert discrimination, which 
may be harmful for all individuals (Feldman & Crandall, 2007). This stigma may be 
particularly harmful in late adolescence when peer group acceptance becomes more 
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important. However, limited research has been conducted that assesses late adolescent’s 
attributions to peers with mental illnesses. Rather, the majority of research conducted has 
evaluated how children and parents attribute responsibility to children diagnosed with 
mental illnesses. Therefore, knowledge of how late adolescents attribute responsibility to 
peers with mental illnesses and the negative effects of those attributions is relatively 
unknown.  
Social Distance Preferences   
Attributions impact those with mental illnesses if the attributions of others are 
linked with negative consequences, like social distance preferences (Mukolo & Heflinger, 
2011). Social distance is an individual’s desire to avoid and be detached from those who 
have actual or assumed mental illnesses (Feldman & Crandall, 2007; Mukolo & 
Heflinger, 2011). Patterns of rejection, such as social distance, generally reflect cultural 
norms (Feldman & Crandall, 2007). Within these cultural norms of tolerance and 
acceptance there are rules that shape social relationships, such as definitions of prestige 
and beliefs regarding what differentiates conformity from deviance (Feldman & Crandall, 
2007).  
Modified Labeling Theory. These patterns of rejection are predicted by modified 
labeling theory. Modified labeling theory evaluates the sociocultural framework of 
potential stigmas and explains how power functions based on a societal hierarchy 
(Mukolo, Heflinger, & Wallston, 2010). Negative labels, such as being described as 
“mentally ill,” are placed on individuals who exhibit traits that influential groups in a 
society view as aversive. These individuals’ contributions to society are then devalued by 
as a result of the negative label (Mukolo et al., 2010). For example, much of the United 
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States population prefer to have restricted social contact with not only children diagnosed 
with mental disorders, but also their families. This is because children with mental 
disorders are often labeled as violent and their parents are often viewed as responsible for 
the behavior (Mukolo & Heflinger, 2011). 
Social Distancing and Diagnoses. Both children and adults with real or assumed 
mental illness are often considered to be dangerous and those individuals labeled with 
mental illnesses are less likely to have social contact (Martin et al., 2007; Mukolo et al., 
2010; Martin et al. 2000). For example, Martin and colleagues’ (2007) vignette research 
found that children with feelings and behaviors consistent with an ADHD and Major 
Depressive Disorder diagnoses had higher levels of rejection than children with asthma or 
children experiencing the normal difficulties of life. Participants reported significantly 
higher social distance preferences toward children they labeled as mentally ill, whereas 
the label normal difficulties of life had less avoidance or other social distance indicators 
(Martin et al., 2007). Mukolo and Heflinger (2011) discovered higher desires for social 
distance from children described with mental illness and daily troubles than a child 
described as having asthma, with the greatest social distance from the child and family 
with ADHD (Mukolo & Heflinger, 2011). What people perceive to be true about an 
individual due to an actual or assumed mental illness is often related to their social 
distance preferences.  
Harmful Effects of Social Distancing. Social distancing and the social 
avoidance associated with it could be stressful and disruptive to the lives of those with 
mental illnesses (Feldman & Crandall, 2007; Mukolo & Heflinger, 2011). People with 
mental illnesses experience social distancing; however, the effects of social distancing 
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and rejection are especially detrimental in the lives of young people because of the 
priority place on peer relationships during developmental phase (Bulanda et al., 2014; 
Martin et al., 2007; O’Driscoll et al., 2012). Adolescents who are excluded are more 
likely to experience detrimental developmental consequences, such as deterioration in 
academic performance, increased criminal behaviors, and an increased likelihood for 
future unemployment (Bulanda et al., 2014; Martin et al., 2007; O’Driscoll et al., 2012). 
The extent of perceived differences impact degree to which people are willing to interact 
with someone outside of the social expectations (O’Driscoll et al., 2012). In particular, 
late adolescents with mental illnesses are more apt to encounter social distancing from 
most individuals (Bulanda et al., 2014). However, the severity of social distancing may 
depend on a late adolescents’ mental health diagnosis and public perception regarding the 
diagnosis.   
Late Adolescence  
Adolescent perceptions of peers with mental illnesses depend on the stage of 
adolescence (O’Driscoll, Heary, Hennessy, & McKeague, 2015). Adolescence begins at 
the onset of puberty and concludes with accepting adult roles.  Usually this is defined as 
the period between the ages of 10-24 years, with late adolescence being from 18-21 years 
(Sawyer, Azzopardi, Wickremarathne, & Patton, 2018; Curtis, 2015). Whereas, 
childhood is defined as the period between the ages of 5-12 years old (Jacobs, Bleeker, & 
Constantino, 2003). Childhood and late adolescence, though there may be some overlap 
in the age ranges, have distinct differences. One key change from childhood to late 
adolescence is the increased importance of peer relationships and social role transitions. 
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From childhood to late adolescence the important relational group shifts from the family 
to the peer group (American Psychological Association, 2002; Sawyer et al., 2018).  
Importance of Peer Groups. Late adolescence is a period of development 
defined in part by social change and exploration (Curtis, 2015). These peer groups have 
important functions throughout adolescence because they help late adolescents develop a 
sense of identity, moral judgments, and values (American Psychological Association, 
2002). Additionally, peer groups also are powerful social guides during late adolescence, 
giving late adolescents access to and understanding of status, prestige, and acceptance as 
their life plan emerges (American Psychological Association, 2002; Curtis, 2015). As an 
affect, being accepted by a peer group often has implications for healthy social 
adjustment during late adolescence and into adulthood (American Psychological 
Association, 2002; Newman, Lohman, & Newman, 2007).   
Due to the developmental stage late adolescents are in and the importance of peer 
relationships during this stage, social distancing can be particularly harmful to late 
adolescents. As mentioned previously, social rejection by peers negatively impacts young 
people publicly through social acts such as bullying and rejection often decreasing the 
individual’s opportunities for social interaction (Martin et al., 2007; Bulanda et al., 2014). 
But, social distancing also affects late adolescents internally, such as impacting youth’s 
self-concept, self-esteem, and reducing the likelihood that the individual will seek 
professional mental health services if they are ever needed in the future (Martin et al., 
2007; Bulanda et al., 2014). Vogel, Bitman, Hammer, and Wade (2013) completed a 
study of late adolescents enrolled in college to evaluate the relationship between public 
and self-stigma over time. They determined that public stigma (such as social distancing) 
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is not only a barrier for late adolescents seeking mental health services in the future, but 
also negatively impacts their ability to develop a constructive and healthy self-concept 
(Vogel et al., 2013). 
Late Adolescent Beliefs about Mental Health. Late adolescents also have 
different beliefs and ideals about mental health than children. O’Driscoll and colleagues 
(2012) determined that, compared to children, adolescents were less tolerant and more 
likely to be prejudiced toward those with depression and even more so toward those with 
ADHD. As previously mentioned, Reavley and Jorm (2011) surveyed Australian late 
adolescents and determined that responsibility attributions and emotional responses 
varied based on the type of mental illness (Reavley & Jorm, 2011). Participants had a 
higher desire for social distance from those described as having an externalizing mental 
illness (i.e. schizophrenia) than the individual described as having and internalizing 
mental illness (i.e. PTSD; Reavley & Jorm, 2011).  
In another study by O’Driscoll and colleagues (2015) groups of same sex 
adolescents were read vignettes of a peer with depression or ADHD who was 
experiencing exclusion from a group, then the group of same sex adolescents were asked 
what about the individual in the vignette makes group inclusion difficult. Younger 
adolescents were more apprehensive of potential disciplinary repercussions of involving 
the peer with ADHD, but older adolescents attended to the potential social concerns for 
accepting the individual, suggesting the importance of peer group acceptance (O’Driscoll 
et al., 2015). Peers with ADHD and depression were often excluded because those 
individuals do not always conform to peer group expectations, and subsequently, their 
inclusion would interrupt acquiring the desired social behavior and effective group 
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performance (O’Driscoll et al., 2015; O’Driscoll et al., 2012).  Attributions have been 
found to differ based on the type of mental illness, however these attributions could have 
profound effects on late adolescent development as they could impact peer group 
acceptance. Therefore, it is important to have a greater understanding of late adolescents’ 
attributions across mental illnesses.  
Study Purpose 
The purpose of this study was to examine how late adolescents’ respond to peers 
with mental illnesses. The research questions were: (1) Do late adolescents apply 
different attributions to different mental illnesses? (2) Do late adolescents vary in their 
social distance preference for different mental illnesses? Related to the first research 
question, the first null hypothesis was that there would be no difference in late adolescent 
responsibility attributions for different mental illnesses. The alternate hypothesis was that 
late adolescents would select biologically based responsibility attributions for a biological 
based mental illness, self or parent is to blame attributions for the externalizing mental 
illness, and environmental responsibility attribution for the internalizing mental illnesses. 
Related to the second research question, the second null hypothesis was that there would 
be no difference in late adolescent social distance preference for different mental 
illnesses. The alternate hypothesis was that late adolescents would have the greater social 
separation preferences for the externalizing mental illness and closer social proximity 
preferences towards the mental illness that are internalizing or biologically based.  
In order to test these hypotheses late adolescent participants received three 
separate vignettes that described three separate late adolescents with Generalized Anxiety 
Disorder (GAD), Conduct Disorder (CD), and Autism Spectrum Disorder (ASD). GAD is 
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the internalizing mental illness; CD is the externalizing mental illness; and ASD is the 
biologically based mental illness. Then the late adolescent participants completed 
questions to determine if they attributed the mental illness to biology, environmental 
stress, the adolescent being evaluated, and/or parenting. Similarly, late adolescent 
participants rated social distance preference for each of the vignettes.  
Method 
Participants  
Participants were college students from a public university in the South. One 
hundred thirty-nine students were surveyed and had a mean age of 19.3 years (SD = 1.24; 
range = 18 to 21 year). The goal was to recruit at least 100 participants based on power 
analyses related to the primary statistical analyses. Details are provided in the analysis 
section. There was a mean grade point average (GPA) of 3.28 (SD = 0.51). The majority 
of participants were female 80% (N = 111) and 20% (N = 27) were male. Overall, 25% of 
the participants (N = 35) indicated that they had been diagnosed with a DSM-5 disorder 
and 36% (N = 50) indicated that someone in their immediate family had been diagnosed 
with a DSM-5 disorder. The education attainment of participants consisted of 47 (34%) 
college freshman, 59 (43%) college sophomores, 27 (19%) college juniors, and 6 (4%) 
college seniors.  
Due to missing outcomes data, the final sample for analyses included 113 late 
adolescents. Participants had a mean age of 19.5 years (SD = 0.95; range = 18 to 21 
year). There was a mean GPA of 3.29 (SD = 0.51). The majority of participants were 
female 81% (N = 91) and 19% (N = 21) were male. Overall, 25% of the participants (N = 
28) indicated that they had been diagnosed with a DSM-5 disorder and 38% (N = 43) 
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indicated that someone in their immediate family had been diagnosed with a DSM-5 
disorder. The education attainment of participants consisted of 35 (31%) college 
freshman, 48 (43%) college sophomores, 25 (22%) college juniors, and 5 (4%) college 
seniors.  
Materials and Measures 
Attributions. Four items were selected from the National Stigma Survey - 
Children (NSS-C) to measure late adolescent responsibility attributions (Mukolo & 
Heflinger, 2011). These four items were selected as past research indicated that 
responsibility attributions are often grouped into broad descriptors (Mukolo & Heflinger, 
2011; Feldman & Crandall, 2007). The four items selected were examples from the 
grouped broad descriptors of responsibility attributions. These items evaluated if 
adolescents attribute biology, environmental stress, the individual being evaluated, or the 
parent for behaviors associated with mental illness. The language of the items was 
modified to adjust the reading level from a tenth grade reading level to a seventh grade 
reading level using the Microsoft Word Flesh-Kincaid grade level.  
Participants were asked to identify what they believe is the cause of the illness by 
indicating “Yes” or “No” to each attribution statement for each vignette. Participants 
were able to choose more than one. For the biology question participants evaluated the 
statement, “The mental illness was caused by biological problems.” For the 
environmental stressor attribution participants evaluated the statement, “The mental 
illness was caused by stressful circumstances.” For the adolescent is to blame attribution 
participants evaluated the statement, “The mental illness was caused by the adolescent’s 
bad character.” In addition, to measure the parent is to blame attribution, participants 
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evaluated the statement, “The mental illness was caused by the way the adolescent was 
raised.”  
 
 Social Distance Preferences. The Shared Activity Questionnaire – B (SAQ-B) is 
a 24 item self-report survey that measures adolescents’ willingness to engage in peer 
activities with a target person (Morgan, Walker, Bieberich, & Bell, 2000). Participants 
rated each item on a 3-point scale (No = 1, Maybe = 2, Yes = 3). The SAQ-B also 
assesses three dimensions of interactions with a target individual; subscales included 
general social, academic, and active recreational domains. There are eight questions for 
each subscale. All activity subscale scores from 8 to 24. Participants receive an overall 
score for the measure by adding the scores for each question with total scores ranging 
from 24 to 72. Lower scores indicate greater social distance preferences; whereas, higher 
Table 1 
SAQ-B Original and Revised Items 
Item  Original  Revised 
7  Study spelling words with 
[Person’s Name] 
 Study vocabulary words with 
[Person’s Name] 
15  Work arithmetic problems in class 
with [Person’s Name] 
 Work math problems in class with 
[Person’s Name] 
20  Play with [Person’s Name] outside 
during recess 
 Hang out with [Person’s Name] 
during free time. 
21  Pick [Person’s Name] as my partner 
in a game with other children.  
 Pick [Person’s Name] as my partner 
in a game with other students.  
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scores indicate greater preference for proximity to a peer. The SAQ-B was revised for the 
current study to update the wording of items for an adolescent population. The stimulus 
response happy, neutral, and sad faces were omitted and only the No, Maybe, and Yes 
responses were asked. The wording of four items was revised to better fit the vocabulary 
and activities of adolescent students. See Table 1 for the revised items. 
Internal consistency for the overall SAQ-B was high in elementary school 
students (Cronbach’s α = .94), with the subscales in the adequate range general social 
(Cronbach’s α = .86), academic (Cronbach’s α = .83), and active recreational (Cronbach’s 
α = .86; Morgan, Walker, Bieberich, & Bell, 2000). For the current sample, Cronbach’s α 
= .95 - .97 across vignettes. Validity for the SAQ-B was assessed by evaluating the 
correlation between the SAQ-B score and the Adjective Checklist for a sample of 
elementary school children (Morgan et al., 2000; Siperstein & Bak, 1977). The Adjective 
Checklist was designed to measure children’s stereotypic attitudes toward peers with 
mental illnesses and physical handicaps (Siperstein & Bak, 1977). Pearson correlations 
between the SAQ-B and the Adjective Checklist for the total score (r = .59), general 
social (r = .55), academic (r = .53), and active recreational (r = .56) were all significant 
(p ≤.01) (Morgan et al., 2000). The correlation between the SAQ-B and the Adjective 
Checklist was the highest for the total score and the total score is what was used to 
evaluate social distance preferences for the current study.   
Vignettes. Three vignettes were developed for this study. The vignettes were 
written by the researcher, and they described the behaviors and personality of individuals 
diagnosed with moderate GAD, CD, or ASD. Two psychology professors with expertise 
in adolescent mental illness edited the vignettes for accuracy and changes were made 
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until the two professionals agreed on the final vignettes. The three vignettes each 
described a student with a gender-neutral name (“Taylor,” “Alex,” and “Riley”) and all 
contained a sentence stating the individual in the vignette “is in your grade.” The 
Microsoft Word Flesh-Kincaid reading level was taken for all vignettes. Overall, the 
vignettes are at a sixth grade reading level (grade level = 6.9). All vignettes used the 
Diagnostic and Statistical Manual of Mental Disorders – Fifth Edition (DSM-5) 
diagnostic criteria to describe the symptoms of the corresponding mental illness (APA, 
2013). The first vignette, described an individual with GAD symptoms (i.e., internalizing 
mental illness), and is at a seventh grade reading level (grade level = 7.1). The second 
vignette described a student with CD symptoms (i.e., externalizing mental illness) and is 
at a seventh grade reading level (grade level = 7.9). The third vignette described a student 
with ASD symptoms (i.e., biologically based mental illness) and is at a sixth grade 
reading level (grade level = 6.5). Copies of the vignettes can be found in Appendix A.  
Demographic Questions. A demographic questionnaire was created. Participants 
were asked to report their age, gender, race/ethnicity, academic standing, and estimated 
grade point average (Kuncel, Credé, & Thomas, 2005). Participants were also asked if 
they have been diagnosed with a DSM-5 disorder and if anyone in their immediate family 
had been diagnosed with a DSM-5 disorder. Participants were able to select “yes,” “no,” 
or “unknown” for the previous two questions. Responses were recoded as “not indicated” 
if participants had selected “no” or “unknown” and responses were recoded as 
“indicated” if participants had selected “yes.” These responses were then recoded for the 
data analysis as not indicated = 0 and indicated = 1. A copy of the demographic 




Recruitment. Participants were recruited from the Department of Psychology 
Study Board. Students were provided with the appropriate information including how to 
access the survey documents online when they signed up to participate. If a student 
changed his or her mind, he or she simply withdrew from the study at any time. 
Data Collection. Participants completed the survey online through the 
Department of Psychology Study Board.  Passive informed consent was used. A stamped 
copy of the informed consent document was first presented on the online survey. If 
participants continued with the survey, they indicated their consent to participate. The 
informed consent document can be found in Appendix C. The first page of the survey 
explained the purpose and intent of the study. Demographic questions were always 
presented first, followed by the vignettes, and the SAQ-B and the responsibility 
attribution questions related to the vignette. The three vignettes were presented in a 
randomized sequence. Each vignette had the SAQ-B and responsibility attribution 
questions. If students get the SAQ-B or responsibility attribution questions first was also 
randomized. Copies of the study materials can be found in Appendix D. All participants 
received each vignette. All students who completed a survey had the option to be entered 
into a raffle to win one of two $25 gift cards and the option to receive course credit for 
study board through volunteering to participate in the study.  
Analyses Plan 
Preliminary Analyses. The means and standard deviations for the SAQ-B and 
the number and proportion of yes/no for the attribution questions were calculated. 
Demographic data was examined for number and percentage of individuals for all 
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variables. Pearson’s r was calculated to examine if intercorrelations existed between 
study variables. Missing data was handled through list-wise deletion 
Primary Analyses. A power analysis was conducted in G*Power to determine 
the number of participants necessary to complete the inferential statistical analyses (Faul, 
Erdfelder, Lang, & Buchner, 2007). A series of chi square analyses were computed for 
the four responsibility attribution questions to determine differences in rates of where 
responsibility was ascribed by vignettes. The odds ratios (OR) in Mukolo and Heflinger’s 
(2012) ADHD and Depression vignettes averaged OR = 9.93 and equaled the effect size 
w = 0.63. This w value was used for the chi square power analysis. The alpha error 
probability was set at 0.05, the Power was set at 0.80, and there were 6 degrees of 
freedom across all analyses. The chi square power analysis indicated 35 participants 
would be needed. For the chi square analysis the alpha level was set to .05, and the effect 
size, Cramer’s V, was used. Cramer’s V = 0.10 was considered a small effect; Cramer’s V 
= 0.30 was considered a medium effect; and Cramer’s V = 0.50 was considered a large 
effect (Cohen, 1992). 
A power analysis was also completed for a repeated measures analysis of variance 
(ANOVA). A repeated measures ANOVA was used to determine differences in social 
distance preference ratings across vignettes by the participants. For the ANOVA power 
analysis, the effect size f = 0.20, the alpha error probability was set to 0.05, the Power 
was set at 0.80, and there was one groups and three measurements. The ANOVA power 
analysis indicated that 42 participants would be needed. For the ANOVA the alpha level 
was set to .05. To measure the effect sizes across vignettes for the SAQ-B Cohen’s d was 
used. A Cohen’s d = 0.20 was considered a small effect; Cohen’s d = 0.50 was 
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considered a medium effect; and Cohen’s d = 0.80 was considered a large effect (Cohen, 
1992).  
Overall, the power analysis indicated that 77 participants would be needed to 
complete the primary statistical analyses. I recruited 139 total participants to account for 
possible attrition and missing survey responses or other data. 
Results 
Preliminary Analyses 
 The analysis sample was compared to the excluded cases on key demographic 
characteristics using chi square analyses for categorical variables and one-way analyses 
of variance (ANOVA) was utilized for continuous variables. The results indicted non-
significant differences between groups for gender, χ2(2) = 0.48, p = .785; race, χ2(6) = 
8.39, p = .211; academic standing, χ2(3) = 3.72, p = .293; primary language spoken, χ2 (1) 
= 0.78, p = .3.76; if the participant had been diagnosed with a mental illness, χ2(2) = 0.61, 
p = .737; or if the participant had an immediate family member diagnosed with a mental 
illness, χ2(1) = 1.24, p = .286. The results for the one-way ANOVA’s indicated non-
significant differences between groups for age, F(1, 136) = 3.10, p = .081, and GPA, F(1, 
128) = 0.16, p = .691. 
Primary Analyses  
Do college-age late adolescents apply different attributions to different 
mental illnesses? Key demographic variables were analyzed for their potential 
confounding effect on responsibility attributions using chi square analyses for categorical 
variables and Spearman’s Rho correlation (ρ) was utilized for continuous variables. Due 
to the multiple comparisons for the chi square analyses a Bonferroni adjustment for the 
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alpha level was utilized to reduce family-wise error (p < .001). Based on this adjustment, 
there was no pattern of statistical significance for the effect of gender, academic standing, 
language spoken, race, if the participant had been diagnosed with a mental illness, or if 
the participant had an immediate family member diagnosed with a mental illness on 
responsibility attributions. The results of the Spearman’s Rho correlation indicated no 
pattern of statistical significance for the effect of age and GPA on responsibility 
attributions. Based on these analyses, no covariates were included to evaluate the first 
research question. SPSS results output for the chi square analyses and Spearman’s Rho 
can be found in Appendix E. 
A series of chi square analyses were computed for the four responsibility 
attribution questions to determine differences in rates of how responsibility was ascribed 
by vignettes. Table 2 shows the number and percentages for attributions by the mental 
illness categories. The results indicated significant differences in the number of students 
assuming biological causes between the mental illness categories with a medium effect, 
χ2(2) = 33.05, p < .001, Cramer’s V = .31. More participants attributed biological causes 
as a responsibility attribution for ASD than to GAD and CD, and participants attributed 





Number of Students who Associate Attributions to Diagnosis  
   Mental Illness Vignette 







Attribution   N (%)  N (%)  N (%) 
Biological Problems Yes  77 (68%)a  78 (70%)a  109 (96%)b 
No  36 (32%)a  33 (30%)a  4 (4%)b 
Stressful Circumstances Yes  97 (86%)a  75 (66%)b  31 (28%)c 
No  16 (14%)a  38 (34%)b  80 (72%)c 
Adolescent’s Bad Character Yes  8 (7%)a  49 (43%)b  5 (4%)a 
No  105 (93%)a  64 (57%)b  107 (96%)a 
How Adolescent was Raised Yes  35 (31%)a  83 (74%)b  10 (9%)c 
No  78 (69%)a  29 (26%)b  102 (91%)c 
Note: Each subscript letter denotes a subset of Condition categories whose column 
proportions do not differ significantly from each other at the .05 level. 
The results indicated significant differences in the number of students assuming 
stressful life experiences causes between the mental illness categories with a medium 
effect, χ2(2) = 81.08, p < .001, Cramer’s V = .49. More participants attributed stressful 
circumstances as a responsibility attribution for GAD than for CD and ASD, and more 
participants attributed stressful circumstances as a responsibility attribution for CD than 
for ASD.  
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The results indicated significant differences in the number of students assuming 
the adolescent’s bad character as a cause between the mental illness categories with a 
medium effect, χ2(2) = 71.12 p < .001, Cramer’s V = .46. More participants attributed the 
adolescent’s bad character as a responsibility attribution for CD than for GAD and ASD. 
A similar number of participants attributed the adolescent’s bad character as a 
responsibility attribution to GAD and ASD similarly.  
The results indicated significant differences in the number of students assuming 
how the adolescent was raised causes the mental illnesses categories with a large effect, 
χ2(2) = 104.54, p < .001, and Cramer’s V = .57. More participants attributed how the 
adolescent was raised as a responsibility attribution for CD than for GAD and ASD, and 
more participants attributed the adolescent was raised as a responsibility attribution for 
GAD than for ASD. 
Do college-age late adolescents vary in their social distance preference for 
different mental illnesses? Key demographic variables were analyzed for their potential 
confounding effect on social distance preference ratings. Multiple multivariate analyses 
of variance (MANOVA) were used for categorical variables and Pearson correlations 
were utilized for continuous variables. The results of the MANOVA indicated non-
significant differences between groups for primary language spoken, F(3, 109) = 0.31, p 
= .810,  and if the participant had an immediate family member diagnosed with a mental 
illness, F(3, 109) = 1.83, p = .147. The results of the MANOVA indicated significant 
differences between groups for gender, F(2, 108) = 6.90, p < .001, and if the participant 
had been diagnosed with a mental illness, F(3, 109) = 3.70, p = .014. The results of the 
Pearson correlations indicated no significant associations between age and GPA with 
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social distance preference ratings across the mental illness being evaluated. Based on 
these analyses, participant gender and if the participant had been diagnosed with a mental 
illness were included as covariates to evaluate the second research question. 
A repeated measures analysis of covariance (ANCOVA) was completed to 
determine differences in social distance preference ratings across mental illness vignettes 
by participants, after controlling for the effect of gender and if the participant has been 
diagnosed with a mental illness. Table 3 compares the group means. Due to the violation 
of sphericity, a Greenhouse-Geisser adjustment (ε = .83) to the degrees of freedom was 
used. This ANCOVA indicated non-significant differences between gender groups, 
F(1.64, 179.63) = 0.25, p = .729, 𝜂𝑝
2 < .01, and if the participant had been diagnosed with 
a mental illness or not, F(1.65, 179.63) = 0.02, p = .969, 𝜂𝑝
2 < .01.  
Table 3 
Average Mean Scores of Social Distance Preferences by Mental Illness Vignette 
  Social Distance Preference  
Mental Illness  M (SD)  Adjusted M  95% CI 
Anxiety Disorder  60.82 (10.71)  60.82  58.92, 62.72 
Conduct Disorder  36.05 (11.89)  36.05  33.93, 38.19 
Autism Spectrum Disorder  56.86 (11.51)  56.86  54.85, 58.87 
 
The primary results of the ANCOVA indicated that Social Distance Preference 
ratings were significantly related to the mental illness categories, F(1.64, 179.63) = 
11.78, p < .001, 𝜂𝑝
2 = .10, where 10% of the variance in a social distances preferences was 
related to the mental illness categories. Bonferroni adjusted pairwise comparisons 
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indicated that there were significant differences between mental illness categories for 
social distance preference ratings. The difference between social distance preferences for 
GAD and CD (p < .001) was large, Cohen’s d = 1.78. The difference between social 
distance preferences for GAD and ASD (p < .001) was medium, Cohen’s d = 0.42. The 
difference between social distance preferences for ASD and CD (p < .001) was large, 
Cohen’s d = 1.46. Figure 1 displays the social distance preferences means with 95% 
confidence intervals. Participants preferred to be nearer to individuals with GAD than 
those with ASD or CD. In addition, participants preferred to be nearer to individuals with 
ASD than those with CD.    
 
Figure 1. Mean social distance preference scores by mental illness category in the 



































The purpose of this study was to examine how late adolescents respond to peers 
with mental illnesses. The first hypothesis was that late adolescents would select 
biologically based responsibility attributions for the biological based mental illness, self 
or parent is to blame attributions for the externalizing mental illness, and environmental 
responsibility attribution for the internalizing mental illness. The chi square analyses 
supported this hypothesis. More participants selected the biological causes attribution for 
ASD, self or parent are to blame attributions for CD, and environmental stressors 
attribution for GAD. The second hypothesis was that late adolescents would have greater 
social separation preferences for the externalizing mental illness and closer social 
proximity preferences towards the mental illnesses that are internalizing or biologically 
based. The ANCOVA supported this hypothesis. Participants preferred to be nearer to 
individuals with GAD than those with ASD or CD, and to be nearer to individuals with 
ASD than those with CD.    
Responsibility Attribution 
The findings regarding participants attributions for mental illness causes was 
consistent with past research. Mukolo and Heflinger (2011) found that attributions 
differed significantly for each mental illness and that participants endorsed multiple 
attributions for each mental illness evaluated. Participants were more likely to attribute 
biological problems to their biologically based illness (i.e., asthma) than ADHD and 
Depression (Mukolo & Heflinger, 2011). These findings were similar to the current 
study, in that more participants attributed biological causes to ASD than to GAD and CD, 
but participants also attributed biological causes to GAD and CD. The majority of 
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participants in the current study did select biological problems as a responsibility 
attribution for all of the mental illnesses described. It is possible that late adolescents 
think of mental illnesses as having a biological component. This may be due to a 
developmental shift from late adolescence to adulthood. In past research, children were 
more likely to attribute personal responsibility as a cause for mental illnesses than 
adolescents were.  However, adolescents were more likely to attribute biological causes 
for mental illnesses, which is similar to the responses of adults (O’Driscoll et al., 2012; 
Reavley & Jorm, 2011; Mukolo & Heflinger, 2011).  
The findings regarding environmental stressors were also consistent with past 
research. Mukolo and Heflinger (2011) found that participants were more likely to 
attribute environmental stressors to an internalizing mental illness (i.e., depression) than 
to an externalizing mental illness (i.e., ADHD) and a biologically based illness (i.e., 
asthma). Moreover, more participants attributed environmental stressors to ADHD than 
to asthma (Mukolo & Heflinger, 2011). Similar results were found for the current study. 
More participants attributed stressful circumstances as a responsibility attribution for 
GAD than for CD and ASD, and more participants attributed stressful circumstances as a 
responsibility attribution for CD than for ASD.  
Participants may have been more likely to attribute stressful circumstances as a 
responsibility attribution for GAD because anxiety is an emotion that many people 
experience due to stressful events (McLaughlin & Hatzenbuehler, 2010). As such, late 
adolescents might evaluate GAD as due to the environment. This may also be true for 
sadness and depression, which may explain why internalizing mental illnesses are 
possibly viewed as primarily caused by stressful circumstances (Mukolo & Heflinger, 
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2011). It is also likely more participants related CD to stress than ASD because late 
adolescents might view ASD as almost exclusively biologically based, whereas stressful 
life events could cause a person to struggle with self-control.  
In general, mental illnesses that are linked to externalizing behaviors are often 
attributed to individuals’ personal failings or poor caregivers in childhood (Mukolo & 
Heflinger, 2011). The current research had similar findings; more participants attributed 
the adolescent’s character and upbringing to CD symptoms than to GAD or ASD 
symptoms. Though the majority of participants did not select the adolescent’s bad 
character as a responsibility attribution for CD, significantly more participants did 
indicate this explanation. Late adolescents could hold some stigmas about externalizing 
problems, where they could view externalizing behaviors as related to personal failures, 
regardless of how those failures came to be. The current study also indicated that 
participants attributed how the adolescent was raised as responsible more for GAD than 
for ASD. Late adolescents could believe that certain parenting styles may cause people to 
be more anxious as they age. This assertion is supported by past research that identified a 
positive significant relationship between parental psychological control over their 
children and the child exhibiting internalizing symptoms (i.e., anxiety and depression) 
(Nanda, Kotchick, & Grover, 2012).    
Social Distance Preferences 
Past research indicated that people are more willing to interact socially with 
people diagnosed with internalizing mental illnesses than externalizing mental illnesses 
(Martin et al., 2000). It was also found that people diagnosed with mental illnesses 
experience a higher level or rejection than people diagnosed with a medical illness such 
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as asthma or those who experience the normal difficulties of life (Martin et al., 2007). 
The current study reflects past research, in that participants preferred to be nearer to 
individuals with GAD than those with CD, and participants preferred to be nearer to 
individuals with ASD than those with CD.  
Regarding ASD and late adolescent preferences, late adolescents might prefer 
being nearer to those with GAD because they view anxiety as a typical response; 
whereas, those with ASD could exhibit behaviors seen as unusual or peculiar.  Although 
individuals diagnosed with ASD and CD both express externalizing behaviors, it is likely 
that late adolescents preferred to be nearer to the individual diagnosed with ASD because 
they may have perceived the externalizing behaviors to be biological based and not 
completely in control of the individual. However, late adolescents may have preferred to 
be more distant from the individual diagnosed with CD because of the belief that the 
externalizing behaviors are within the individual’s control. Past research (O’Driscoll et 
al., 2015) also suggests that late adolescents may be concerned that those with 
externalizing mental illnesses are unable to reciprocate a social relationship, which would 
ultimately disrupt group unity and could potentially cause harm and unwanted 
disciplinary consequences. There also may be a greater stigma associated with ASD and 
CD than for GAD, which may influence the patterns of rejection and social distancing, 
where people are less likely to choose proximity with an individual when they believe 
that being near that person would negatively impact their social standing.   
Limitations  
Four limitations to this study were use of vignettes in the research, utilizing 
primarily self-report measures, surveying just late adolescents enrolled in college, and the 
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lack of a control condition. Although vignette methodology for studying social distance 
preferences and responsibility attributions has been supported and well established in the 
literature, there may be some inconsistencies between how late adolescents respond to a 
vignette and how they may respond in real life (Mukolo & Heflinger, 2011). In future 
research, it may be beneficial to ask participants at the end of the survey if they have ever 
interacted with a person like the vignettes described and then ask them to rate how 
similar their response in real life was to what they previously indicated.   
Also, the range of symptom severity differed by vignette. In the CD vignette the 
individual described was harmful to others, however some individuals diagnosed with 
ASD may become harmful to others and this was not included in the vignettes. In future 
research, a range of symptomology may be included for all vignettes ranging from mild 
to severe presentations of all the mental illnesses described. Another way to evaluate this 
limitation in future research is to develop one vignette that could describe the behaviors 
of an individual diagnosed with CD or ASD and study if changing the diagnostic label 
impacts participants responses toward the individual described in the vignette.  
Another limitation was the primary use of self-report measures in the study. It is 
possible that participants may not have been completely honest in their ratings due to 
social desirability biases (van de Mortel, 2008). Also, the SAQ-B was originally created 
for use of studying the social distance preferences of children (Morgan et al., 2000). 
Although other researchers have utilized the SAQ-B in their studies of middle school 
aged adolescents, the SAQ-B had not been utilized to evaluate late adolescents. Perhaps 
in future research, a different measure could be selected to assess social distance, or more 
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of the SAQ-B items may be modified to better fit the social life and experiences of late 
adolescents.  
Another limitation was that only late adolescents enrolled in college were 
surveyed. As such, only a narrow sample of late adolescents were surveyed. There are 
other individuals in this developmental range who have already entered the work force, 
are enrolled in trade school or technical colleges, or in the military. There might be 
differences in how late adolescents in all of these groups may have responded to the 
survey materials. Also, the late adolescents surveyed where college students enrolled in 
psychology courses. Based on this sample group, participants may have encountered 
previous instruction regarding the etiology of different mental illnesses.  In future 
research, it may be beneficial to survey late adolescents from different areas in order to 
determine if there are systematic differences by these groups for proximity preferences 
and responsibility attributions.    
The last limitation was the lack of a control group in the vignettes. Because there 
was no control group among the vignettes of a late adolescent described as experiencing 
the normal ups and downs of life there was no way to compare the proximity preferences 
of the mental illnesses described with a “normal” adolescent. In the future, a control 
vignette should be added so comparisons may be done to differentiate between 
attributions and proximity preferences of the different mental illnesses described.  
Implications 
 The current study indicates that late adolescents could attribute responsibility and 
have proximity preferences based on different identified peer mental illnesses. These 
different stigmas are attached to internalizing, externalizing, and biological based mental 
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illnesses, and seem to be linked to a broader pattern of internal beliefs and behaviors of 
late adolescents (e.g. Mukolo & Heflinger, 2011; O’Driscoll et al., 2012; Reavley & 
Jorm, 2011). This stigma may lead to social isolation for those with mental illnesses in a 
period of life where the development of peer groups is essential.  
One possible way to combat the social separation of those with mental illnesses is 
to create and encourage participation in social support groups. These groups could be 
created in colleges and encourage inclusivity. The groups could for socially adaptive 
skills. For example, internalizing mental illnesses could have coping skills groups that 
emphasize problem solving, cognitive restructuring, positive self-thoughts, and 
distraction (Higa-McMillan, Francis, Rith-Marjarian, & Chorpita, 2015). For primarily 
externalizing mental illnesses, emotional self-regulation skills could be taught 
(Battagliese, Caccetta, Luppino, Baglioni, Cardi, Mancini, & Buonanno, 2015). For 
disorders, such as ASD, social skills may be taught to encourage late adolescents to 
engage in social situations with peers appropriately (Cappadocia & Weiss, 2011). Groups 
that provide support and needed skill instructions to late adolescents may be valuable 
during a transition where previous supports are no longer accessible. As late adolescents 
are given more independence and less structured support, these groups may be beneficial 
to provide a minimal framework of assistance as they determine how to meet their needs 
for themselves.   
Another way to combat social isolation that late adolescents with mental illnesses 
might face is to educate late adolescents about different mental illnesses. Because late 
adolescents vary in their perceptions of peers with mental illnesses, it might be 
advantageous to focus on individual types of mental illnesses rather than focusing on 
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mental illnesses as a whole (Reavley & Jorm, 2011). Interventions that focus on mental 
illnesses as one broad category may be unable to alter the stigmatizing responses that 
accompany certain types of mental illnesses (O’Driscoll et al, 2015). This intervention 
should focus on educating the typically developing peer population on the etiology and 
appropriate responses to individuals with mental illnesses. Previous research has shown 
that knowledge and positive attitudes regarding mental illnesses increase after minimal 
intervention (Bulanda et al., 2014).  
It is likely that after providing education over different mental illnesses, 
individuals will have a more accurate understanding of causes and effects of mental 
illnesses. However, it may also be beneficial to discuss the importance of social groups 
and inclusion as part of this education. Past research has shown that positive interpersonal 
contact with individuals diagnosed with mental illnesses reduces a desire for social 
distance (Martin et al., 2007). Ultimately, it is hopeful that interventions focused on 
understanding and relationship building in late adolescence may improve engagement in 
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Generalized Anxiety Disorder.  Taylor is in your grade and is diagnosed with 
Generalized Anxiety Disorder. Taylor worries a lot, often about the future and about 
grades, but also about things like earthquakes and tornadoes. Taylor often does school 
work over and over again until it is perfect. Taylor also has to be told often by parents, 
teachers, and friends that Taylor is good at things like doing schoolwork or being a 
friend. Taylor finds it hard to sit still and often fidgets in class. Taylor is often tapping a 
pen on a desk. Taylor gets tired easily, because of that Taylor does not want to join in 
school activities, go to events, or hang out with friends. Sometimes Taylor finds it is hard 
to focus on tasks in school because Taylor’s mind goes blank. Sometimes it seems as if 
Taylor’s muscles are tight. Taylor does not sleep well and sometimes Taylor sleeps too 
much.  
Conduct Disorder. Alex is in your grade and is diagnosed with Conduct 
Disorder. Alex bullies other students, often calling them names or pushing them around. 
Sometimes Alex gets into fights with other students at school and with his family at 
home. Alex goes up to other students and hurts them, pinching, twisting, or pulling on a 
student’s skin or hair. At home, Alex may play with knives and pretend to hurt people 
and animals with them. Alex sometimes likes using a magnifying glass to kill ants and 
has started fires under the bleachers at school. Alex often rips up other students’ 
textbooks and notebooks and sometimes steals small things when other people are not 
looking, like flash drives or pencil cases. Alex lies to other people, often making up 
excuses to teachers to get out of doing work. Alex often skips school or is late to class.  
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Autism Spectrum Disorder. Riley is in your grade and is diagnosed with Autism 
Spectrum Disorder. Riley has a hard time being social with students, teachers, and family 
members. It is hard for Riley to talk with other people. Sometimes Riley does not answer 
when a teacher or student asks Riley a question and Riley does not always look at people 
when Riley talks to them. Sometimes Riley’s face looks blank and other times Riley’s 
face does not match what Riley is talking about. Riley may smile when talking about a 
sick grand parent. Riley has a hard time making and keeping friends and sometimes it 
looks like Riley does not want to be around other students. Sometimes, when too much is 
going on Riley will rock back and forth. Riley loves routine and gets mad when that 
routine changes, like when a pep rally or assembly changes class time. Riley always says 
hello the same way and wants others to reply in that same way. Riley loves comic books 
and movies. Riley can name all of the superheroes and if they have been in any movies. 
Sometimes Riley will watch an object spin for a long time. Other times it is hard for 
Riley to focus and loud sounds become too much. When this happens, Riley may need to 





Demographic Questionnaire   
 
DIRECTIONS: For the following items, please check boxes related to the best fitting 
answer and/or write in a short response where asked. Please complete every applicable 
item to your best knowledge. 
 
 
(1) Please, indicate how you identify your gender. Check the box next to the most 
applicable response: 
☐ 1. Female  ☐ 2. Male  ☐ 3. Other, please specify: _____________ 
 
(2) With what race/ethnicity do you most closely identify? Check the box next to 
only one.  
☐ 1. American Indian or Alaskan Native 
☐ 2. Asian or Pacific Islander 
☐ 3. Black and/or African American 
☐ 4. Middle Eastern and/or North African 
☐ 5. Native Hawaiian and/or Other Pacific Islander 
☐ 6. White and/or Caucasian  
☐ 7. Other, please specify: __________________________________ 
 
(3) Please write your age in years?  ______________years 
 
(4) What is your current Grade Point Average? ___________ GPA 
  
(5) What is your current year in College? 
☐ 1. Freshman  ☐ 2. Sophomore  ☐ 3. Junior  ☐ 4. 
Senior 
 
(6) Do you speak any language other than English as your primary language? 
☐ 1. No  ☐ 2. Yes 
 
(7) If “Yes,” please specify all other languages spoken: ________________________ 
 
(8) Have you ever been diagnosed with a mental illness by a doctor, psychologist, or 
mental health professional? 
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☐ 1. No  ☐ 2. Yes  ☐ 3. Unknown  
 
(9) If yes, what was the diagnosis____________________________________________ 
 
(10) Has anyone in your immediate family (mother, father, sister, brother) ever been 
diagnosed with a mental illness by a doctor, psychologist, or mental health 
professional? 
☐ 1. No  ☐ 2. Yes  ☐ 3. Unknown 
 











Generalized Anxiety Disorder Vignette – Questionnaire A  
 
Please read the paragraph below and answer the following questions by circling 
your response. 
 
Taylor is in your grade and is diagnosed with Generalized Anxiety Disorder. 
Taylor worries a lot, often about the future and about grades, but also about things like 
earthquakes and tornadoes. Taylor often does school work over and over again until it is 
perfect. Taylor also has to be told often by parents, teachers, and friends that Taylor is 
good at things like doing schoolwork or being a friend. Taylor finds it hard to sit still and 
often fidgets in class. Taylor is often tapping a pen on a desk. Taylor gets tired easily, 
because of that Taylor does not want to join in school activities, go to events, or hang out 
with friends. Sometimes Taylor finds it is hard to focus on tasks in school because 
Taylor’s mind goes blank. Sometimes it seems as if Taylor’s muscles are tight. Taylor 
does not sleep well and sometimes Taylor sleeps too much. 
 
Please answer the following questions best describing the cause of Taylor’s mental 
illness by circling your response. You may answer “yes” or “no” for more than one 
statement.  
 
The mental illness was caused by biological problems. No Yes 
The mental illness was caused by stressful circumstances. No Yes 
The mental illness was caused by the adolescent’s bad 
character. 
No Yes 




If Taylor is a student in your class here is a list of things that you might do with 
Taylor. Circle the answer that shows how you feel about doing each of these things 
with Taylor. 
 
Ask Taylor to come to my house to watch TV. No Maybe Yes 
Sit next to Taylor in class. No Maybe Yes 
Work in the school library with Taylor. No Maybe Yes 
Share my games or books with Taylor. No Maybe Yes 
Work on a science project at school with Taylor. No Maybe Yes 
Be in the same reading group with Taylor. No Maybe Yes 
Study vocabulary words with Taylor at school. No Maybe Yes 
Invite Taylor to my birthday party. No Maybe Yes 
Ask Taylor to go to a swimming party with me. No Maybe Yes 
Ask Taylor to hike in the woods with me. No Maybe Yes 
Eat lunch next to Taylor at school. No Maybe Yes 
Walk together with Taylor in the hall at school. No Maybe Yes 
 
 45 
Do art with Taylor in class. No Maybe Yes 
Pick Taylor to be on my soccer team. No Maybe Yes 
Work math problems in class with Taylor. No Maybe Yes 
Write a story or a report for school with Taylor No Maybe Yes 
Ask Taylor to join my club. No Maybe Yes 
Do homework with Taylor at home after school. No Maybe Yes 
Go to the movies with Taylor. No Maybe Yes 
Hang out with Taylor during free time. No Maybe Yes 
Pick Taylor as my partner in a game with other 
students. 
No Maybe Yes 
Be good friends with Taylor. No Maybe Yes 
Go to a ball game with Taylor. No Maybe Yes 





Generalized Anxiety Disorder Vignette – Questionnaire B  
 
Please read the paragraph below and answer the following questions by circling 
your response. 
 
Taylor is in your grade and is diagnosed with Generalized Anxiety Disorder. 
Taylor worries a lot, often about the future and about grades, but also about things like 
earthquakes and tornadoes. Taylor often does school work over and over again until it is 
perfect. Taylor also has to be told often by parents, teachers, and friends that Taylor is 
good at things like doing schoolwork or being a friend. Taylor finds it hard to sit still and 
often fidgets in class. Taylor is often tapping a pen on a desk. Taylor gets tired easily, 
because of that Taylor does not want to join in school activities, go to events, or hang out 
with friends. Sometimes Taylor finds it is hard to focus on tasks in school because 
Taylor’s mind goes blank. Sometimes it seems as if Taylor’s muscles are tight. Taylor 
does not sleep well and sometimes Taylor sleeps too much. 
 
If Taylor is a student in your class here is a list of things that you might do with 
Taylor. Circle the answer that shows how you feel about doing each of these things 
with Taylor. 
 
Ask Taylor to come to my house to watch TV. No Maybe Yes 
Sit next to Taylor in class. No Maybe Yes 
Work in the school library with Taylor. No Maybe Yes 
Share my games or books with Taylor. No Maybe Yes 
Work on a science project at school with Taylor. No Maybe Yes 
Be in the same reading group with Taylor. No Maybe Yes 
Study vocabulary words with Taylor at school. No Maybe Yes 
Invite Taylor to my birthday party. No Maybe Yes 
Ask Taylor to go to a swimming party with me. No Maybe Yes 
Ask Taylor to hike in the woods with me. No Maybe Yes 
Eat lunch next to Taylor at school. No Maybe Yes 
Walk together with Taylor in the hall at school. No Maybe Yes 
Do art with Taylor in class. No Maybe Yes 
Pick Taylor to be on my soccer team. No Maybe Yes 
Work math problems in class with Taylor. No Maybe Yes 
Write a story or a report for school with Taylor No Maybe Yes 
Ask Taylor to join my club. No Maybe Yes 
Do homework with Taylor at home after school. No Maybe Yes 
Go to the movies with Taylor. No Maybe Yes 
Hang out with Taylor during free time. No Maybe Yes 
Pick Taylor as my partner in a game with other 
students. 
No Maybe Yes 
Be good friends with Taylor. No Maybe Yes 
Go to a ball game with Taylor. No Maybe Yes 





Please answer the following questions best describing the cause of Taylor’s mental 
illness by circling your response. You may answer “yes” or “no” for more than one 
statement.  
 
The mental illness was caused by biological problems. No Yes 
The mental illness was caused by stressful circumstances. No Yes 
The mental illness was caused by the adolescent’s bad 
character. 
No Yes 







Conduct Disorder Vignette – Questionnaire A 
 
Please read the paragraph below and answer the following questions by circling 
your response. 
 
Alex is in your grade and is diagnosed with Conduct Disorder. Alex bullies other 
students, often calling them names or pushing them around. Sometimes Alex gets into 
fights with other students at school and with his family at home. Alex goes up to other 
students and hurts them, pinching, twisting, or pulling on a student’s skin or hair. At 
home, Alex may play with knives and pretend to hurt people and animals with them. 
Alex sometimes likes using a magnifying glass to kill ants and has started fires under the 
bleachers at school. Alex often rips up other students’ textbooks and notebooks and 
sometimes steals small things when other people are not looking, like flash drives or 
pencil cases. Alex lies to other people, often making up excuses to teachers to get out of 
doing work. Alex often skips school or is late to class. 
 
Please answer the following questions best describing the cause of Alex’s mental 
illness by circling your response. You may answer “yes” or “no” for more than one 
statement.  
 
The mental illness was caused by biological problems. No Yes 
The mental illness was caused by stressful circumstances. No Yes 
The mental illness was caused by the adolescent’s bad 
character. 
No Yes 




If Alex is a student in your class here is a list of things that you might do with Alex. 
Circle the answer that shows how you feel about doing each of these things with 
Alex. 
 
Ask Alex to come to my house to watch TV. No Maybe Yes 
Sit next to Alex in class. No Maybe Yes 
Work in the school library with Alex. No Maybe Yes 
Share my games or books with Alex. No Maybe Yes 
Work on a science project at school with Alex. No Maybe Yes 
Be in the same reading group with Alex. No Maybe Yes 
Study vocabulary words with Alex at school. No Maybe Yes 
Invite Alex to my birthday party. No Maybe Yes 
Ask Alex to go to a swimming party with me. No Maybe Yes 
Ask Alex to hike in the woods with me. No Maybe Yes 
Eat lunch next to Alex at school. No Maybe Yes 
Walk together with Alex in the hall at school. No Maybe Yes 
Do art with Alex in class. No Maybe Yes 
Pick Alex to be on my soccer team. No Maybe Yes 
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Work math problems in class with Alex. No Maybe Yes 
Write a story or a report for school with Alex No Maybe Yes 
Ask Alex to join my club. No Maybe Yes 
Do homework with Alex at home after school. No Maybe Yes 
Go to the movies with Alex. No Maybe Yes 
Hang out with Alex during free time. No Maybe Yes 
Pick Alex as my partner in a game with other 
students. 
No Maybe Yes 
Be good friends with Alex. No Maybe Yes 
Go to a ball game with Alex. No Maybe Yes 





Conduct Disorder Vignette – Questionnaire B 
 
Please read the paragraph below and answer the following questions by circling 
your response. 
 
Alex is in your grade and is diagnosed with Conduct Disorder. Alex bullies other 
students, often calling them names or pushing them around. Sometimes Alex gets into 
fights with other students at school and with his family at home. Alex goes up to other 
students and hurts them, pinching, twisting, or pulling on a student’s skin or hair. At 
home, Alex may play with knives and pretend to hurt people and animals with them. 
Alex sometimes likes using a magnifying glass to kill ants and has started fires under the 
bleachers at school. Alex often rips up other students’ textbooks and notebooks and 
sometimes steals small things when other people are not looking, like flash drives or 
pencil cases. Alex lies to other people, often making up excuses to teachers to get out of 
doing work. Alex often skips school or is late to class. 
 
If Alex is a student in your class here is a list of things that you might do with Alex. 
Circle the answer that shows how you feel about doing each of these things with 
Alex. 
 
Ask Alex to come to my house to watch TV. No Maybe Yes 
Sit next to Alex in class. No Maybe Yes 
Work in the school library with Alex. No Maybe Yes 
Share my games or books with Alex. No Maybe Yes 
Work on a science project at school with Alex. No Maybe Yes 
Be in the same reading group with Alex. No Maybe Yes 
Study vocabulary words with Alex at school. No Maybe Yes 
Invite Alex to my birthday party. No Maybe Yes 
Ask Alex to go to a swimming party with me. No Maybe Yes 
Ask Alex to hike in the woods with me. No Maybe Yes 
Eat lunch next to Alex at school. No Maybe Yes 
Walk together with Alex in the hall at school. No Maybe Yes 
Do art with Alex in class. No Maybe Yes 
Pick Alex to be on my soccer team. No Maybe Yes 
Work math problems in class with Alex. No Maybe Yes 
Write a story or a report for school with Alex No Maybe Yes 
Ask Alex to join my club. No Maybe Yes 
Do homework with Alex at home after school. No Maybe Yes 
Go to the movies with Alex. No Maybe Yes 
Hang out with Alex during free time. No Maybe Yes 
Pick Alex as my partner in a game with other 
students. 
No Maybe Yes 
Be good friends with Alex. No Maybe Yes 
Go to a ball game with Alex. No Maybe Yes 






Please answer the following questions best describing the cause of Alex’s mental 
illness by circling your response. You may answer “yes” or “no” for more than one 
statement.  
 
The mental illness was caused by biological problems. No Yes 
The mental illness was caused by stressful circumstances. No Yes 
The mental illness was caused by the adolescent’s bad 
character. 
No Yes 








Autism Spectrum Disorder Vignette – Questionnaire A  
 
Please read the paragraph below and answer the following questions by circling 
your response. 
 
Riley is in your grade and is diagnosed with Autism Spectrum Disorder. Riley has 
a hard time being social with students, teachers, and family members. It is hard for Riley 
to talk with other people. Sometimes Riley does not answer when a teacher or student 
asks Riley a question and Riley does not always look at people when Riley talks to them. 
Sometimes Riley’s face looks blank and other times Riley’s face does not match what 
Riley is talking about. Riley may smile when talking about a sick grand parent. Riley has 
a hard time making and keeping friends and sometimes it looks like Riley does not want 
to be around other students. Sometimes, when too much is going on Riley will rock back 
and forth. Riley loves routine and gets mad when that routine changes, like when a pep 
rally or assembly changes class time. Riley always says hello the same way and wants 
others to reply in that same way. Riley loves comic books and movies. Riley can name all 
of the superheroes and if they have been in any movies. Sometimes Riley will watch an 
object spin for a long time. Other times it is hard for Riley to focus and loud sounds 
become too much. When this happens, Riley may need to leave, start rocking back and 
forth, or may yell or cry. 
 
Please answer the following questions best describing the cause of Riley’s mental 




The mental illness was caused by biological problems. No Yes 
The mental illness was caused by stressful circumstances. No Yes 
The mental illness was caused by the adolescent’s bad 
character. 
No Yes 




If Riley is a student in your class here is a list of things that you might do with Riley. 
Circle the answer that shows how you feel about doing each of these things with 
Riley. 
 
Ask Riley to come to my house to watch TV. No Maybe Yes 
Sit next to Riley in class. No Maybe Yes 
Work in the school library with Riley. No Maybe Yes 
Share my games or books with Riley. No Maybe Yes 
Work on a science project at school with Riley. No Maybe Yes 
Be in the same reading group with Riley. No Maybe Yes 
Study vocabulary words with Riley at school. No Maybe Yes 
Invite Riley to my birthday party. No Maybe Yes 
Ask Riley to go to a swimming party with me. No Maybe Yes 
Ask Riley to hike in the woods with me. No Maybe Yes 
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Eat lunch next to Riley at school. No Maybe Yes 
Walk together with Riley in the hall at school. No Maybe Yes 
Do art with Riley in class. No Maybe Yes 
Pick Riley to be on my soccer team. No Maybe Yes 
Work math problems in class with Riley. No Maybe Yes 
Write a story or a report for school with Riley No Maybe Yes 
Ask Riley to join my club. No Maybe Yes 
Do homework with Riley at home after school. No Maybe Yes 
Go to the movies with Riley. No Maybe Yes 
Hang out with Riley during free time. No Maybe Yes 
Pick Riley as my partner in a game with other 
students. 
No Maybe Yes 
Be good friends with Riley. No Maybe Yes 
Go to a ball game with Riley. No Maybe Yes 





Autism Spectrum Disorder Vignette – Questionnaire B 
 
Please read the paragraph below and answer the following questions by circling 
your response. 
 
Riley is in your grade and is diagnosed with Autism Spectrum Disorder. Riley has 
a hard time being social with students, teachers, and family members. It is hard for Riley 
to talk with other people. Sometimes Riley does not answer when a teacher or student 
asks Riley a question and Riley does not always look at people when Riley talks to them. 
Sometimes Riley’s face looks blank and other times Riley’s face does not match what 
Riley is talking about. Riley may smile when talking about a sick grand parent. Riley has 
a hard time making and keeping friends and sometimes it looks like Riley does not want 
to be around other students. Sometimes, when too much is going on Riley will rock back 
and forth. Riley loves routine and gets mad when that routine changes, like when a pep 
rally or assembly changes class time. Riley always says hello the same way and wants 
others to reply in that same way. Riley loves comic books and movies. Riley can name all 
of the superheroes and if they have been in any movies. Sometimes Riley will watch an 
object spin for a long time. Other times it is hard for Riley to focus and loud sounds 
become too much. When this happens, Riley may need to leave, start rocking back and 
forth, or may yell or cry. 
 
If Riley is a student in your class here is a list of things that you might do with Riley. 
Circle the answer that shows how you feel about doing each of these things with 
Riley. 
 
Ask Riley to come to my house to watch TV. No Maybe Yes 
Sit next to Riley in class. No Maybe Yes 
Work in the school library with Riley. No Maybe Yes 
Share my games or books with Riley. No Maybe Yes 
Work on a science project at school with Riley. No Maybe Yes 
Be in the same reading group with Riley. No Maybe Yes 
Study vocabulary words with Riley at school. No Maybe Yes 
Invite Riley to my birthday party. No Maybe Yes 
Ask Riley to go to a swimming party with me. No Maybe Yes 
Ask Riley to hike in the woods with me. No Maybe Yes 
Eat lunch next to Riley at school. No Maybe Yes 
Walk together with Riley in the hall at school. No Maybe Yes 
Do art with Riley in class. No Maybe Yes 
Pick Riley to be on my soccer team. No Maybe Yes 
Work math problems in class with Riley. No Maybe Yes 
Write a story or a report for school with Riley No Maybe Yes 
Ask Riley to join my club. No Maybe Yes 
Do homework with Riley at home after school. No Maybe Yes 
Go to the movies with Riley. No Maybe Yes 
Hang out with Riley during free time. No Maybe Yes 




Be good friends with Riley. No Maybe Yes 
Go to a ball game with Riley. No Maybe Yes 
Ride bikes with Riley. No Maybe Yes 
 
Please answer the following questions best describing the cause of Riley’s mental 
illness by circling your response. You may answer “yes” or “no” for more than one 
statement.  
 
The mental illness was caused by biological problems. No Yes 
The mental illness was caused by stressful circumstances. No Yes 
The mental illness was caused by the adolescent’s bad 
character. 
No Yes 








Chi-Square Tests: Biology for Anxiety by Gender 




Pearson Chi-Square 7.474a 2 .024 
Likelihood Ratio 7.365 2 .025 
Linear-by-Linear Association 3.256 1 .071 
N of Valid Cases 113   
a. 2 cells (33.3%) have expected count less than 5. The minimum 
expected count is .32. 
 
Chi-Square Tests: Stressful Circumstances for 
Anxiety by Gender 




Pearson Chi-Square .649a 2 .723 
Likelihood Ratio .827 2 .661 
Linear-by-Linear Association .306 1 .580 
N of Valid Cases 113   
a. 3 cells (50.0%) have expected count less than 5. The minimum 
expected count is .14. 
 
Chi-Square Tests: Bad Character for Anxiety by 
Gender 




Pearson Chi-Square 5.645a 2 .059 
Likelihood Ratio 4.519 2 .104 
Linear-by-Linear Association 5.450 1 .020 
N of Valid Cases 113   
a. 3 cells (50.0%) have expected count less than 5. The minimum 







Chi-Square Tests: Raised for Anxiety by Gender 




Pearson Chi-Square .505a 2 .777 
Likelihood Ratio .797 2 .671 
Linear-by-Linear Association .163 1 .687 
N of Valid Cases 113   
a. 2 cells (33.3%) have expected count less than 5. The minimum 
expected count is .31. 
 
Chi-Square Tests: Biology for Conduct Disorder by 
Gender 




Pearson Chi-Square 12.162a 2 .002 
Likelihood Ratio 11.576 2 .003 
Linear-by-Linear Association 6.586 1 .010 
N of Valid Cases 111   
a. 2 cells (33.3%) have expected count less than 5. The minimum 
expected count is .30. 
 
Chi-Square Tests: Stressful Circumstances for 
Conduct Disorder by Gender 




Pearson Chi-Square 3.108a 2 .211 
Likelihood Ratio 3.290 2 .193 
Linear-by-Linear Association .391 1 .532 
N of Valid Cases 113   
a. 2 cells (33.3%) have expected count less than 5. The minimum 




Chi-Square Tests: Bad Character for Conduct 
Disorder by Gender 




Pearson Chi-Square 3.466a 2 .177 
Likelihood Ratio 3.816 2 .148 
Linear-by-Linear Association 1.184 1 .276 
N of Valid Cases 113   
a. 2 cells (33.3%) have expected count less than 5. The minimum 
expected count is .43. 
 
Chi-Square Tests: Raised for Conduct Disorder by 
Gender 




Pearson Chi-Square 1.029a 2 .598 
Likelihood Ratio 1.311 2 .519 
Linear-by-Linear Association .389 1 .533 
N of Valid Cases 112   
a. 2 cells (33.3%) have expected count less than 5. The minimum 
expected count is .26. 
 
Chi-Square Tests: Biology for ASD by Gender 




Pearson Chi-Square 2.719a 2 .257 
Likelihood Ratio 2.150 2 .341 
Linear-by-Linear Association 2.625 1 .105 
N of Valid Cases 113   
a. 4 cells (66.7%) have expected count less than 5. The minimum 





Chi-Square Tests: Stressful Circumstances for 
ASD by Gender 




Pearson Chi-Square 1.467a 2 .480 
Likelihood Ratio 1.796 2 .407 
Linear-by-Linear Association .673 1 .412 
N of Valid Cases 111   
a. 2 cells (33.3%) have expected count less than 5. The minimum 
expected count is .28. 
 
Chi-Square Tests: Bad Character for ASD by 
Gender 




Pearson Chi-Square 1.577a 2 .455 
Likelihood Ratio 1.349 2 .509 
Linear-by-Linear Association 1.546 1 .214 
N of Valid Cases 112   
a. 4 cells (66.7%) have expected count less than 5. The minimum 
expected count is .04. 
 
Chi-Square Tests: Raised for ASD by Gender 




Pearson Chi-Square .986a 2 .611 
Likelihood Ratio .977 2 .613 
Linear-by-Linear Association .975 1 .323 
N of Valid Cases 112   
a. 3 cells (50.0%) have expected count less than 5. The minimum 





Chi-Square Tests: Biology for Anxiety by Race 




Pearson Chi-Square 6.778a 6 .342 
Likelihood Ratio 8.568 6 .199 
Linear-by-Linear Association .251 1 .616 
N of Valid Cases 113   
a. 12 cells (85.7%) have expected count less than 5. The minimum 
expected count is .32. 
 
Chi-Square Tests: Stressful Circumstances for 
Anxiety by Race 




Pearson Chi-Square 12.134a 6 .059 
Likelihood Ratio 9.699 6 .138 
Linear-by-Linear Association .980 1 .322 
N of Valid Cases 113   
a. 11 cells (78.6%) have expected count less than 5. The minimum 
expected count is .14. 
 
Chi-Square Tests: Bad Character for Anxiety by 
Race 




Pearson Chi-Square 1.765a 6 .940 
Likelihood Ratio 2.398 6 .880 
Linear-by-Linear Association .036 1 .849 
N of Valid Cases 113   
a. 11 cells (78.6%) have expected count less than 5. The minimum 





Chi-Square Tests: Raised for Anxiety by Race 




Pearson Chi-Square 3.330a 6 .766 
Likelihood Ratio 4.071 6 .667 
Linear-by-Linear Association .635 1 .425 
N of Valid Cases 113   
a. 12 cells (85.7%) have expected count less than 5. The minimum 
expected count is .31. 
 
Chi-Square Tests: Biology for Conduct Disorder by 
Race 




Pearson Chi-Square 9.892a 6 .129 
Likelihood Ratio 13.139 6 .041 
Linear-by-Linear Association 2.142 1 .143 
N of Valid Cases 111   
a. 12 cells (85.7%) have expected count less than 5. The minimum 
expected count is .30. 
 
Chi-Square Tests: Stressful Circumstances for 
Conduct Disorder by Race 




Pearson Chi-Square 9.685a 6 .139 
Likelihood Ratio 11.447 6 .076 
Linear-by-Linear Association .075 1 .785 
N of Valid Cases 113   
a. 12 cells (85.7%) have expected count less than 5. The minimum 





Chi-Square Tests: Bad Character for Conduct 
Disorder by Race 




Pearson Chi-Square 5.242a 6 .513 
Likelihood Ratio 6.551 6 .364 
Linear-by-Linear Association .913 1 .339 
N of Valid Cases 113   
a. 12 cells (85.7%) have expected count less than 5. The minimum 
expected count is .43. 
 
Chi-Square Tests: Raised for Conduct Disorder by 
Race 




Pearson Chi-Square 8.262a 6 .220 
Likelihood Ratio 9.173 6 .164 
Linear-by-Linear Association .513 1 .474 
N of Valid Cases 112   
a. 12 cells (85.7%) have expected count less than 5. The minimum 
expected count is .26. 
 
Chi-Square Tests: Biology for ASD by Race 




Pearson Chi-Square 27.914a 6 .000 
Likelihood Ratio 7.950 6 .242 
Linear-by-Linear Association 2.870 1 .090 
N of Valid Cases 113   
a. 12 cells (85.7%) have expected count less than 5. The minimum 





Chi-Square Tests: Stressful Circumstances for 
ASD by Race 




Pearson Chi-Square 3.963a 6 .682 
Likelihood Ratio 4.521 6 .607 
Linear-by-Linear Association .076 1 .783 
N of Valid Cases 111   
a. 12 cells (85.7%) have expected count less than 5. The minimum 
expected count is .28. 
 
Chi-Square Tests: Bad Character for ASD by Race 




Pearson Chi-Square 1.002a 6 .986 
Likelihood Ratio 1.796 6 .937 
Linear-by-Linear Association .367 1 .544 
N of Valid Cases 112   
a. 12 cells (85.7%) have expected count less than 5. The minimum 
expected count is .04. 
 
Chi-Square Tests: Raised for ASD by Race 




Pearson Chi-Square 1.902a 6 .928 
Likelihood Ratio 2.266 6 .894 
Linear-by-Linear Association .090 1 .764 
N of Valid Cases 112   
a. 11 cells (78.6%) have expected count less than 5. The minimum 





Chi-Square Tests: Biology for Anxiety by Standing 




Pearson Chi-Square 2.112a 3 .550 
Likelihood Ratio 2.137 3 .544 
Linear-by-Linear Association 2.055 1 .152 
N of Valid Cases 113   
a. 2 cells (25.0%) have expected count less than 5. The minimum 
expected count is 1.59. 
 
Chi-Square Tests: Stressful Circumstances for 
Anxiety by Standing 




Pearson Chi-Square 1.968a 3 .579 
Likelihood Ratio 2.622 3 .454 
Linear-by-Linear Association .102 1 .750 
N of Valid Cases 113   
a. 4 cells (50.0%) have expected count less than 5. The minimum 
expected count is .71. 
 
Chi-Square Tests: Bad Character for Anxiety By 
Standing 




Pearson Chi-Square 4.123a 3 .248 
Likelihood Ratio 4.054 3 .256 
Linear-by-Linear Association 3.013 1 .083 
N of Valid Cases 113   
a. 5 cells (62.5%) have expected count less than 5. The minimum 





Chi-Square Tests: Raised for Anxiety by Standing 




Pearson Chi-Square 5.587a 3 .134 
Likelihood Ratio 5.509 3 .138 
Linear-by-Linear Association 4.694 1 .030 
N of Valid Cases 113   
a. 2 cells (25.0%) have expected count less than 5. The minimum 
expected count is 1.55. 
 
Chi-Square Tests: Biology for Conduct Disorder by 
Standing 




Pearson Chi-Square 4.292a 3 .232 
Likelihood Ratio 4.754 3 .191 
Linear-by-Linear Association 1.778 1 .182 
N of Valid Cases 111   
a. 2 cells (25.0%) have expected count less than 5. The minimum 
expected count is 1.49. 
 
Chi-Square Tests: Stressful Circumstances for 
Conduct Disorder by Standing 




Pearson Chi-Square 3.893a 3 .273 
Likelihood Ratio 4.079 3 .253 
Linear-by-Linear Association 1.388 1 .239 
N of Valid Cases 113   
a. 2 cells (25.0%) have expected count less than 5. The minimum 





Chi-Square Tests: Bad Character for Conduct 
Disorder by Standing 




Pearson Chi-Square 2.267a 3 .519 
Likelihood Ratio 2.299 3 .513 
Linear-by-Linear Association 1.816 1 .178 
N of Valid Cases 113   
a. 2 cells (25.0%) have expected count less than 5. The minimum 
expected count is 2.17. 
 
Chi-Square Tests: Raised for Conduct Disorder by 
Standing 




Pearson Chi-Square 4.253a 3 .235 
Likelihood Ratio 3.842 3 .279 
Linear-by-Linear Association 1.186 1 .276 
N of Valid Cases 112   
a. 2 cells (25.0%) have expected count less than 5. The minimum 
expected count is 1.29. 
 
Chi-Square Tests: Biology for ASD by Standing 




Pearson Chi-Square 2.516a 3 .472 
Likelihood Ratio 3.744 3 .290 
Linear-by-Linear Association .363 1 .547 
N of Valid Cases 113   
a. 5 cells (62.5%) have expected count less than 5. The minimum 





Chi-Square Tests: Stressful Circumstances for 
ASD by Standing 




Pearson Chi-Square 3.636a 3 .304 
Likelihood Ratio 3.725 3 .293 
Linear-by-Linear Association .000 1 1.000 
N of Valid Cases 111   
a. 2 cells (25.0%) have expected count less than 5. The minimum 
expected count is 1.40. 
 
Chi-Square Tests: Bad Character for ASD by 
Standing 




Pearson Chi-Square 1.161a 3 .762 
Likelihood Ratio 1.275 3 .735 
Linear-by-Linear Association .268 1 .604 
N of Valid Cases 112   
a. 5 cells (62.5%) have expected count less than 5. The minimum 
expected count is .22. 
 
Chi-Square Tests: Raised for ASD by Standing 




Pearson Chi-Square 1.704a 3 .636 
Likelihood Ratio 2.292 3 .514 
Linear-by-Linear Association 1.473 1 .225 
N of Valid Cases 112   
a. 5 cells (62.5%) have expected count less than 5. The minimum 





Chi-Square Tests: Biology for Anxiety by Language 








Pearson Chi-Square .404a 1 .525   
Continuity Correctionb .120 1 .729   
Likelihood Ratio .419 1 .517   
Fisher's Exact Test    .773 .374 
Linear-by-Linear Association .400 1 .527   
N of Valid Cases 113     
a. 0 cells (0.0%) have expected count less than 5. The minimum expected count is 5.10. 
b. Computed only for a 2x2 table 
 
Chi-Square Tests: Stressful Circumstances for Anxiety by Language 








Pearson Chi-Square 1.802a 1 .179   
Continuity Correctionb .913 1 .339   
Likelihood Ratio 1.573 1 .210   
Fisher's Exact Test    .239 .167 
Linear-by-Linear Association 1.786 1 .181   
N of Valid Cases 113     
a. 1 cells (25.0%) have expected count less than 5. The minimum expected count is 2.27. 
b. Computed only for a 2x2 table 
 
Chi-Square Tests: Bad Character for Anxiety by Language 








Pearson Chi-Square .020a 1 .889   
Continuity Correctionb .000 1 1.000   
Likelihood Ratio .020 1 .887   
Fisher's Exact Test    1.000 .684 
Linear-by-Linear Association .019 1 .889   
N of Valid Cases 113     
a. 1 cells (25.0%) have expected count less than 5. The minimum expected count is 1.13. 




Chi-Square Tests: Raised for Anxiety by Language 








Pearson Chi-Square .001a 1 .979   
Continuity Correctionb .000 1 1.000   
Likelihood Ratio .001 1 .979   
Fisher's Exact Test    1.000 .594 
Linear-by-Linear Association .001 1 .979   
N of Valid Cases 113     
a. 1 cells (25.0%) have expected count less than 5. The minimum expected count is 4.96. 
b. Computed only for a 2x2 table 
 
Chi-Square Tests: Biology for Conduct Disorder by Language 








Pearson Chi-Square .200a 1 .655   
Continuity Correctionb .023 1 .879   
Likelihood Ratio .206 1 .650   
Fisher's Exact Test    .774 .451 
Linear-by-Linear Association .198 1 .656   
N of Valid Cases 111     
a. 1 cells (25.0%) have expected count less than 5. The minimum expected count is 4.76. 
b. Computed only for a 2x2 table 
 
Chi-Square Tests: Stressful Circumstances for Conduct Disorder by 
Language 








Pearson Chi-Square 3.728a 1 .054   
Continuity Correctionb 2.707 1 .100   
Likelihood Ratio 4.299 1 .038   
Fisher's Exact Test    .084 .044 
Linear-by-Linear Association 3.695 1 .055   
N of Valid Cases 113     
a. 0 cells (0.0%) have expected count less than 5. The minimum expected count is 5.38. 




Chi-Square Tests: Bad Character for Conduct Disorder by Language 








Pearson Chi-Square .001a 1 .973   
Continuity Correctionb .000 1 1.000   
Likelihood Ratio .001 1 .973   
Fisher's Exact Test    1.000 .591 
Linear-by-Linear Association .001 1 .973   
N of Valid Cases 113     
a. 0 cells (0.0%) have expected count less than 5. The minimum expected count is 6.94. 
b. Computed only for a 2x2 table 
 
Chi-Square Tests: Raised for Conduct Disorder by Language 








Pearson Chi-Square .279a 1 .597   
Continuity Correctionb .048 1 .826   
Likelihood Ratio .270 1 .603   
Fisher's Exact Test    .555 .400 
Linear-by-Linear Association .277 1 .599   
N of Valid Cases 112     
a. 1 cells (25.0%) have expected count less than 5. The minimum expected count is 4.14. 
b. Computed only for a 2x2 table 
 
Chi-Square Tests: Biology for ASD by Language 








Pearson Chi-Square 4.383a 1 .036   
Continuity Correctionb 1.859 1 .173   
Likelihood Ratio 3.044 1 .081   
Fisher's Exact Test    .095 .095 
Linear-by-Linear Association 4.344 1 .037   
N of Valid Cases 113     
a. 2 cells (50.0%) have expected count less than 5. The minimum expected count is .57. 




Chi-Square Tests: Stressful Circumstances for ASD by Language 








Pearson Chi-Square .080a 1 .778   
Continuity Correctionb .000 1 1.000   
Likelihood Ratio .081 1 .776   
Fisher's Exact Test    1.000 .521 
Linear-by-Linear Association .079 1 .779   
N of Valid Cases 111     
a. 1 cells (25.0%) have expected count less than 5. The minimum expected count is 4.47. 
b. Computed only for a 2x2 table 
 
Chi-Square Tests: Bad Character for ASD by Language 








Pearson Chi-Square .872a 1 .350   
Continuity Correctionb .079 1 .779   
Likelihood Ratio 1.580 1 .209   
Fisher's Exact Test    1.000 .456 
Linear-by-Linear Association .864 1 .352   
N of Valid Cases 112     
a. 2 cells (50.0%) have expected count less than 5. The minimum expected count is .71. 
b. Computed only for a 2x2 table 
 
Chi-Square Tests: Raised for ASD by Language 








Pearson Chi-Square 2.214a 1 .137   
Continuity Correctionb 1.029 1 .310   
Likelihood Ratio 1.820 1 .177   
Fisher's Exact Test    .153 .153 
Linear-by-Linear Association 2.195 1 .138   
N of Valid Cases 112     
a. 1 cells (25.0%) have expected count less than 5. The minimum expected count is 1.43. 




Chi-Square Tests: Biology for Anxiety by Self is Diagnosed 








Pearson Chi-Square 7.666a 1 .006   
Continuity Correctionb 6.426 1 .011   
Likelihood Ratio 8.810 1 .003   
Fisher's Exact Test    .005 .004 
Linear-by-Linear Association 7.598 1 .006   
N of Valid Cases 113     
a. 0 cells (0.0%) have expected count less than 5. The minimum expected count is 8.92. 
b. Computed only for a 2x2 table 
 
Chi-Square Tests: Stressful Circumstances for Anxiety by Self is 
Diagnosed 








Pearson Chi-Square .000a 1 .982   
Continuity Correctionb .000 1 1.000   
Likelihood Ratio .000 1 .982   
Fisher's Exact Test    1.000 .600 
Linear-by-Linear Association .000 1 .982   
N of Valid Cases 113     
a. 1 cells (25.0%) have expected count less than 5. The minimum expected count is 3.96. 





Chi-Square Tests: Bad Character for Anxiety by Self is Diagnosed 








Pearson Chi-Square .696a 1 .404   
Continuity Correctionb .168 1 .682   
Likelihood Ratio .797 1 .372   
Fisher's Exact Test    .677 .364 
Linear-by-Linear Association .690 1 .406   
N of Valid Cases 113     
a. 1 cells (25.0%) have expected count less than 5. The minimum expected count is 1.98. 
b. Computed only for a 2x2 table 
 
Chi-Square Tests: Raised for Anxiety by Self is Diagnosed  








Pearson Chi-Square .024a 1 .877   
Continuity Correctionb .000 1 1.000   
Likelihood Ratio .024 1 .878   
Fisher's Exact Test    1.000 .526 
Linear-by-Linear Association .024 1 .878   
N of Valid Cases 113     
a. 0 cells (0.0%) have expected count less than 5. The minimum expected count is 8.67. 
b. Computed only for a 2x2 table 
 
Chi-Square Tests: Biology for Conduct Disorder for Self is Diagnosed 








Pearson Chi-Square .247a 1 .619   
Continuity Correctionb .065 1 .799   
Likelihood Ratio .252 1 .616   
Fisher's Exact Test    .809 .406 
Linear-by-Linear Association .245 1 .621   
N of Valid Cases 111     
a. 0 cells (0.0%) have expected count less than 5. The minimum expected count is 8.03. 




Chi-Square Tests: Stressful Circumstances for Anxiety by Self is 
Diagnosed 








Pearson Chi-Square 6.240a 1 .012   
Continuity Correctionb 5.141 1 .023   
Likelihood Ratio 6.931 1 .008   
Fisher's Exact Test    .012 .009 
Linear-by-Linear Association 6.184 1 .013   
N of Valid Cases 113     
a. 0 cells (0.0%) have expected count less than 5. The minimum expected count is 9.42. 
b. Computed only for a 2x2 table 
 
Chi-Square Tests: Bad Character for Conduct Disorder for Self is 
Diagnosed  








Pearson Chi-Square 1.908a 1 .167   
Continuity Correctionb 1.349 1 .245   
Likelihood Ratio 1.949 1 .163   
Fisher's Exact Test    .193 .122 
Linear-by-Linear Association 1.891 1 .169   
N of Valid Cases 113     
a. 0 cells (0.0%) have expected count less than 5. The minimum expected count is 12.14. 





Chi-Square Tests: Raised for Conduct Disorder for Self is Diagnosed 








Pearson Chi-Square .000a 1 .996   
Continuity Correctionb .000 1 1.000   
Likelihood Ratio .000 1 .996   
Fisher's Exact Test    1.000 .590 
Linear-by-Linear Association .000 1 .996   
N of Valid Cases 112     
a. 0 cells (0.0%) have expected count less than 5. The minimum expected count is 6.99. 
b. Computed only for a 2x2 table 
 
Chi-Square Tests: Biology for ASD by Self is Diagnosed 








Pearson Chi-Square .000a 1 .992   
Continuity Correctionb .000 1 1.000   
Likelihood Ratio .000 1 .992   
Fisher's Exact Test    1.000 .686 
Linear-by-Linear Association .000 1 .992   
N of Valid Cases 113     
a. 2 cells (50.0%) have expected count less than 5. The minimum expected count is .99. 
b. Computed only for a 2x2 table 
 
Chi-Square Tests: Stressful Circumstances for ASD by Self is 
Diagnosed 








Pearson Chi-Square .518a 1 .472   
Continuity Correctionb .224 1 .636   
Likelihood Ratio .506 1 .477   
Fisher's Exact Test    .470 .313 
Linear-by-Linear Association .513 1 .474   
N of Valid Cases 111     
a. 0 cells (0.0%) have expected count less than 5. The minimum expected count is 7.54. 




Chi-Square Tests: Bad Character for ASD by Self is Diagnosed 








Pearson Chi-Square .070a 1 .792   
Continuity Correctionb .000 1 1.000   
Likelihood Ratio .073 1 .787   
Fisher's Exact Test    1.000 .633 
Linear-by-Linear Association .069 1 .793   
N of Valid Cases 112     
a. 2 cells (50.0%) have expected count less than 5. The minimum expected count is 1.25. 
b. Computed only for a 2x2 table 
 
Chi-Square Tests: Raised for ASD by Self is Diagnosed 








Pearson Chi-Square .146a 1 .702   
Continuity Correctionb .000 1 1.000   
Likelihood Ratio .153 1 .696   
Fisher's Exact Test    1.000 .522 
Linear-by-Linear Association .145 1 .703   
N of Valid Cases 112     
a. 1 cells (25.0%) have expected count less than 5. The minimum expected count is 2.50. 
b. Computed only for a 2x2 table 
 
Chi-Square Tests: Biology for Anxiety for Family is Diagnosed  








Pearson Chi-Square .016a 1 .900   
Continuity Correctionb .000 1 1.000   
Likelihood Ratio .016 1 .900   
Fisher's Exact Test    1.000 .531 
Linear-by-Linear Association .016 1 .901   
N of Valid Cases 113     
a. 0 cells (0.0%) have expected count less than 5. The minimum expected count is 13.70. 




Chi-Square Tests: Stressful Circumstances for Anxiety by Family is 
Diagnosed 








Pearson Chi-Square .257a 1 .612   
Continuity Correctionb .052 1 .819   
Likelihood Ratio .253 1 .615   
Fisher's Exact Test    .782 .404 
Linear-by-Linear Association .254 1 .614   
N of Valid Cases 113     
a. 0 cells (0.0%) have expected count less than 5. The minimum expected count is 6.09. 
b. Computed only for a 2x2 table 
 
Chi-Square Tests: Bad Character for Anxiety by Family is Diagnosed 








Pearson Chi-Square .001a 1 .973   
Continuity Correctionb .000 1 1.000   
Likelihood Ratio .001 1 .973   
Fisher's Exact Test    1.000 .642 
Linear-by-Linear Association .001 1 .973   
N of Valid Cases 113     
a. 2 cells (50.0%) have expected count less than 5. The minimum expected count is 3.04. 





Chi-Square Tests: Raised for Anxiety by Family is Diagnosed 








Pearson Chi-Square 5.668a 1 .017   
Continuity Correctionb 4.714 1 .030   
Likelihood Ratio 5.585 1 .018   
Fisher's Exact Test    .022 .015 
Linear-by-Linear Association 5.618 1 .018   
N of Valid Cases 113     
a. 0 cells (0.0%) have expected count less than 5. The minimum expected count is 13.32. 
b. Computed only for a 2x2 table 
 
Chi-Square Tests: Biology for Conduct Disorder by Family is Diagnosed 








Pearson Chi-Square .578a 1 .447   
Continuity Correctionb .299 1 .584   
Likelihood Ratio .585 1 .444   
Fisher's Exact Test    .525 .294 
Linear-by-Linear Association .573 1 .449   
N of Valid Cases 111     
a. 0 cells (0.0%) have expected count less than 5. The minimum expected count is 12.78. 
b. Computed only for a 2x2 table 
 
Chi-Square Tests: Stressful Circumstances for Conduct Disorder by 
Family is Diagnosed 








Pearson Chi-Square 2.014a 1 .156   
Continuity Correctionb 1.474 1 .225   
Likelihood Ratio 2.057 1 .152   
Fisher's Exact Test    .218 .112 
Linear-by-Linear Association 1.996 1 .158   
N of Valid Cases 113     
a. 0 cells (0.0%) have expected count less than 5. The minimum expected count is 14.46. 




Chi-Square Tests: Bad Character for Conduct Disorder by Family is 
Diagnosed  








Pearson Chi-Square 2.032a 1 .154   
Continuity Correctionb 1.513 1 .219   
Likelihood Ratio 2.053 1 .152   
Fisher's Exact Test    .175 .109 
Linear-by-Linear Association 2.014 1 .156   
N of Valid Cases 113     
a. 0 cells (0.0%) have expected count less than 5. The minimum expected count is 18.65. 
b. Computed only for a 2x2 table 
 
Chi-Square Tests: Raised for Conduct Disorder by Family is Diagnosed  








Pearson Chi-Square .004a 1 .953   
Continuity Correctionb .000 1 1.000   
Likelihood Ratio .004 1 .953   
Fisher's Exact Test    1.000 .568 
Linear-by-Linear Association .003 1 .953   
N of Valid Cases 112     
a. 0 cells (0.0%) have expected count less than 5. The minimum expected count is 11.13. 





Chi-Square Tests: Biology for ASD by Family is Diagnosed 








Pearson Chi-Square 2.547a 1 .110   
Continuity Correctionb 1.149 1 .284   
Likelihood Ratio 3.921 1 .048   
Fisher's Exact Test    .296 .142 
Linear-by-Linear Association 2.525 1 .112   
N of Valid Cases 113     
a. 2 cells (50.0%) have expected count less than 5. The minimum expected count is 1.52. 
b. Computed only for a 2x2 table 
 
Chi-Square Tests: Stressful Circumstances for ASD by Family is 
Diagnosed  








Pearson Chi-Square .307a 1 .579   
Continuity Correctionb .113 1 .737   
Likelihood Ratio .305 1 .581   
Fisher's Exact Test    .664 .366 
Linear-by-Linear Association .304 1 .581   
N of Valid Cases 111     
a. 0 cells (0.0%) have expected count less than 5. The minimum expected count is 11.73. 
b. Computed only for a 2x2 table 
 
Chi-Square Tests: Bad Character for ASD by Family is Diagnosed  








Pearson Chi-Square 1.130a 1 .288   
Continuity Correctionb .349 1 .555   
Likelihood Ratio 1.086 1 .297   
Fisher's Exact Test    .362 .271 
Linear-by-Linear Association 1.120 1 .290   
N of Valid Cases 112     
a. 2 cells (50.0%) have expected count less than 5. The minimum expected count is 1.88. 




Chi-Square Tests: Raised for ASD by Family is Diagnosed  








Pearson Chi-Square .732a 1 .392   
Continuity Correctionb .264 1 .608   
Likelihood Ratio .711 1 .399   
Fisher's Exact Test    .498 .299 
Linear-by-Linear Association .725 1 .394   
N of Valid Cases 112     
a. 1 cells (25.0%) have expected count less than 5. The minimum expected count is 3.75. 
b. Computed only for a 2x2 table 
 
Spearman’s Rho Correlations: Age and GPA by Attributions  
 AGE GPA 
Spearman's rho AGE Correlation Coefficient 1.000 -.121 
Sig. (2-tailed) . .203 
N 113 113 
GPA Correlation Coefficient -.121 1.000 
Sig. (2-tailed) .203 . 
N 113 113 
BIO_AX Correlation Coefficient -.054 .198* 
Sig. (2-tailed) .570 .036 
N 113 113 
SC_AX Correlation Coefficient -.037 -.078 
Sig. (2-tailed) .694 .410 
N 113 113 
BC_AX Correlation Coefficient -.112 -.108 
Sig. (2-tailed) .236 .257 
N 113 113 
RAS_AX Correlation Coefficient -.206* -.090 
Sig. (2-tailed) .029 .345 
N 113 113 
BIO_CD Correlation Coefficient -.010 .107 
Sig. (2-tailed) .920 .263 
N 111 111 
SC_CD Correlation Coefficient -.008 .075 
 
 82 
Sig. (2-tailed) .935 .430 
N 113 113 
BC_CD Correlation Coefficient -.171 -.168 
Sig. (2-tailed) .070 .076 
N 113 113 
RAS_CD Correlation Coefficient -.106 -.125 
Sig. (2-tailed) .265 .189 
N 112 112 
BIO_ASD Correlation Coefficient -.123 .003 
Sig. (2-tailed) .194 .975 
N 113 113 
SC_ASD Correlation Coefficient -.013 .013 
Sig. (2-tailed) .889 .888 
N 111 111 
BC_ASD Correlation Coefficient .120 -.135 
Sig. (2-tailed) .208 .157 
N 112 112 
RAS_ASD Correlation Coefficient -.095 -.089 
Sig. (2-tailed) .317 .350 
N 112 112 
 
